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Abstract 
This study explored the narratives of 10 mothers whose families had been impacted by 
potentially traumatising events. The study was set in the context of Post-Traumatic Stress 
Disorder (PTSD), a relatively narrow psychiatric construct, which currently dominates much 
professional discourse and practice in traumatology, but references literature that provides a 
theoretical rationale for a broader approach.  Narrative Interviewing methodology was 
employed and mothers of families referred to a specialist clinical service were interviewed 
prior to professional therapeutic intervention. The 10 mothers’ narratives were analysed 
thematically via a rigorous process involving two independent analysts and the data 
organised into an evolving theoretical framework of themes and supra-themes. As 
hypothesised, PTSD symptomatology constituted a small proportion of the mothers’ 
narratives (6.2%). The major components of the narratives included family and relational 
distress (35.7%), non-pathological individual distress (24.4%), resilience (16.7%) and a prior 
history of adversity (16.6%). Although exploratory in nature, the results of this study are 
sufficiently strong to warrant further investigation and raise tentative questions regarding the 
appropriateness of many existing therapeutic services for people impacted by trauma. 
 
Key Words 
Psychological Trauma, Narrative Interviewing, Trauma Impact, Mothers, Relational Impact 
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Introduction 
It has been argued that the experience of trauma has been over-medicalised and reduced to 
a relatively narrow set of ‘symptoms’ associated with diagnostic categories such as Post-
Traumatic Stress Disorder (PTSD) (Klebber, 1995; van der Kolk, 2001; Klienman, 2006; 
Papadopoulos, 2007).  This pathological conceptualisation strongly influences mental health 
interventions with victims/survivors of traumawith the potential to obscure important 
dimensions of the phenomenological experience of being traumatised that are significant to 
the victim/survivors and their families (Janoff-Bulman, 1992; Daley, 2004; Blackwell, 2005). 
While arguing for the retention of the PTSD diagnosis, Yehuda and McFarlane (2009:1) 
accept that, ‘.. when advocates argued for the centrality of trauma exposure as a cause of 
PTSD, they lacked the perspective that PTSD is only one of many possible outcomes 
following trauma exposure—including resilience.’ This suggests that in order to fully 
comprehend the impact of any ‘traumatic’ experience, establish a base line and plan 
appropriate professional interventions, it is essential to listen to personal accounts of the 
subjective experience of trauma and its impact. The first author’s previous research (Coulter, 
2011) indicates that it is mothers who most frequently attend clinical family appointments 
and articulate the impact of trauma on their family. Therefore, as a pragmatic starting point 
this study sought to investigate whether there is empirical support for the hypothesis that 
mothers’ trauma narratives include a much broader range of impacts than those 
encompassed by the PTSD construct.   
The site for the study was a regional trauma treatment centre in Belfast, Northern Ireland 
and it was sponsored by Queens University, Belfast (project code R1335SWK), funded by a 
British Academy small grant (No. SG110306).Ethical approval was granted by the Office for 
Research Ethics Committees Northern Ireland (Ref. 11/NI/0136) and governance 
arrangements were approved by the Belfast Health and Social Care Trust (Ref. 11045SC-
SP). 
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Literature Review 
‘Traumatic’ events are by definition exceptionally serious and distressing (WHO, 1992) or 
impairing, involving exposure to actual or threatened death, serious injury or sexual violation 
(APA, 2013).  Traumatic stress is the natural psycho-biological reaction to such an event, 
termed post-traumatic stress (PTS) when it persists beyond the peri-traumatic period. The 
creation of the PTSD diagnostic category in 1980gave recognition and credibility to the 
genuine suffering of many who experienced ‘traumatic’ events, stimulated a major stream of 
research endeavour, and encouraged an active debate about the impact of ‘traumatic’ 
events (Alexander, 1996).  PTSD has come to be considered the ‘signature disorder’ in 
victims/survivors of ‘traumatic’ events (Breslau, 2002) and the vast majority of trauma 
research has been conducted in relation this disorder.  However, PTSD has always been a 
contested diagnosis (McNally, 2004). Critiques include; the extent to which it is a distinct 
category (Breslau & Davis, 1987), whether its creation was disproportionately influenced by 
pressure from Vietnam veterans and their representatives (Burkett & Whitley, 1998),and its 
capacity to restrict the effects of trauma to individuals’ psychological dynamics, therefore 
devaluing the social, cultural, ethical and political contexts of trauma (Kleber et al., 1995).  A 
number of writers asserted that PTSD did not encompass the breadth of psychological 
responses to trauma in situations of complex, repeated and/or enduring ‘traumatic’ 
experience including those associated with being a victim of politically induced violence and 
repression and of prolonged sexual abuse (Straker, 1987; Punamaki, 1989; Herman, 1992; 
Becker, 1995; Blackwell, 2005) and may not be appropriate for all cultures (Tummala-Narra, 
2007). 
 
Papadopoulos (2007) argues that we make an epistemological error when we talk about 
‘traumatic’ events and that, ‘the mere existence of certain devastating events should not lead 
to a conclusion that every person exposed to them is likely to be psychologically traumatized 
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(Papadopoulos, 2007, p. 304). Yehuda and Giller (1996, p. 234) expound a similar point as 
follows: 
“The fact that the majority of individuals do not develop chronic PTSD following a 
traumatic event is information recently acquired from epidemiological and longitudinal 
studies that compels us to reconsider the premise that exposure to trauma is not only 
necessary but also a sufficient condition for the development of PTSD….”  
For this reason rather than use the unwieldy phrase ‘events with the potential to traumatise’, 
in this article we put the word ‘traumatic’ in single quotation marks as a reminder that 
adverse events do not necessarily result in psychological trauma or PTSD.  
 
A major task of those who have experienced a ‘traumatic’ event is to assimilate their 
experience and perhaps adapt their basic schemas about the world and their place in it 
(Ehlers and Steil, 1995), as the nature of a person’s explanations for an event has 
consequences for how he or she will respond to that event Joseph (1999). This process of 
assimilation and adaptation presents particular challenges in the context of ‘traumatic’ 
adverse life events as people ordinarily operate on the basis of unquestioned assumptions 
about the world and their place in it, in particular that the world is benevolent and meaningful 
and that they are people of worth (Janoff-Bulman, 1992). This process can involve a re-
evaluation of life that results in post-traumatic growth or development (Folkman, 1997; 
Tedeschi et al., 1998; Woodward & Joseph, 2003) alongside the more widely known 
negative challenges.  
 
The post-trauma support/recovery environment provided by family, friends and the wider 
community is known to reduce the intensity of post-traumatic stress responses (Coker et al., 
2002). Brewin et al. (2000) reviewed 11 studies which correlated lack of social support with 
PTSD symptoms and found an effect size of .40, the largest of any risk factor they 
evaluated.    This finding is supported by Briere and Scott (2006, p. 17) who state, ‘most 
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studies suggest that social support is one of the most powerful determinants of the ultimate 
effects of trauma’. Social support refers to the complex, dynamic and interpersonal 
processors that help protect against the development of problems and promote physical and 
mental health. While the family is the primary source of social support for most individuals 
post-trauma (Pierce et al., 1996), the detrimental impact on family relationships is widely 
accepted including affective dysregulation, reduced communication satisfaction, poorer role 
maintenance and role ambiguity, and higher rates of separation and divorce (Pavalko and 
Elder, 1990; Beckerman, 2004; Henry et al., 2011). Children’s and parents’ symptoms have 
also been found to be interrelated following ‘traumatic’ events (Beardslee et al., 2003; 
Ruscio et al., 2002). Saltzman et al. (2009, p. 241) conclude: 
The dis-synchronicity of family members’ recovery from trauma or loss may then result 
in heightened levels of stress and conflict within the family. The result is compromised 
family support and cohesion just when these qualities are most needed to facilitate 
recovery. 
 
Consequently, a family approach to treatment of psychological trauma is advocated by a 
wide range of authors (Carroll et al., 1991; Williams, 1996; Herman 1997; Walsh, 2006; 
Catherall, 1999; Frederick and Sheltern, 2000; Dyregrov, 2001 and Nader, 2004) who argue 
that such approaches help integrate the impact of a ‘traumatic’ experience and reactivate the 
healing processes within the family. Walsh (2006:24) for example, states, ‘ . . a systemic 
approach to intervention strengthens key interactional processes that foster healing, 
recovery, and resilience, enabling the family and its members to integrate the experience 
and move forward with life.’ 
 
In sum, there is therefore strong support in trauma literature for the concern about the extent 
to which the PTSD construct dominates academic thinking and research activity in relation to 
psychological responses to trauma (Daley, 2004; Kleber et al., 1995).  Many 
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victims/survivors recover relatively quickly after major adverse incidents without pathology, 
and some find that the ‘traumatic’ event is a springboard to post-traumatic growth or 
development.  
 
In recognition of the limitations of the PTSD construct and the key protective role of family 
and social support, this study aimed to explore how mothers in families who had 
experienced ‘traumatic’ events narrated the impact on themselves and their families. The 
hypothesis was that PTSD symptoms would be a minority theme in their narratives, among a 
wide variety of themes spanning both negative and positive effects at the individual and 
relational levels.  
 
Methodology 
The study used ‘Narrative Interviewing’ methodology (Riemann & Schutze, 1987; 
Jovchelovitch & Bauer, 2000).  During the initial assessment interview, the mother was 
asked the following standard Single QUestion aimed at Inducing Narrative(s) (SQUIN) 
question:  
“Please tell me your story of how [the presenting traumatic event] has affected you and 
your family?” 
This question was asked by the first author, as soon as practicable following the social 
engagement and ‘housekeeping’ phase of the session. The first author is also an 
experienced trauma therapist who worked one session per week at the study centre, and he 
continued the work with the family post the initial interview.  The mother’s response to the 
SQUIN question was actively listened to without interruption, and then she was invited to 
expand on aspects of her account via prompts relating only to aspects of the ‘traumatic’ 
experience already mentioned. While the original intention was only to record the mothers’ 
direct responses to the SQUIN, including that to any follow-up prompts, interview piloting 
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showed that mothers often initially responded to the SQUIN with an account of what 
happened and later in the interview described the impact of the event on them and their 
families. Thus the design was amended and revised ethical approval obtained to audio-
record the whole interview, while still analysing only the mother’s contributions. This 
inevitably included some questions about risk, which increased the report of PTSD 
symptoms by approximately 10%. Brief socio-demographic information from the referral 
information was noted, including; age, family composition, type of trauma, who was directly 
involved in the presenting ‘traumatic’ event, time since the event, and any history of previous 
trauma. 
 
The study sample was recruited from families in which the mother attended their initial 
appointment at the Family Trauma Centre (FTC), a regional centre for the psychotherapeutic 
treatment of children, young people and their families. It was a convenience sample with 
mothers in each eligible family during the study recruitment period invited to participate. The 
inclusion criteria were; mothers experiencing the impact of a ‘traumatic’ event that has 
involved a member (or members) of their family, the family were resident in the Belfast 
Health and Social Care Trust geographical area, and the biological mother was resident with 
the family. The exclusion criteria were; a mother under 18 years old, a mother who had poor 
use of English, and/or a mother who had moderate or severe learning difficulties. The initial 
appointment confirmation letter advised mothers that they would be asked for permission to 
record the session for clinical purposes and that those who agreed would be invited to give 
informed consent for the use of the recording for research purposes at the end of the initial 
therapeutic interview, with the option of subsequently withdrawing consent.  Written consent 
for recording was sought on the mother’s arrival at the clinic by the Clinic Coordinator, not 
the first author and researcher, and at the end of the therapy session the participant 
information sheet was discussed with each mother by the first author to seek consent for use 
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of the audio recording for study purposes. The audio-recordings were downloaded to a 
password protected computer at Queens University Belfast, after which the original 
recordings were erased. Once transcribed the text was anonymised. All participants were 
given a unique identifier on recruitment to the project and this was used on all subsequent 
research records. Ten mothers were recruited to the study.   
Analysis 
A rigorous and systematic analytical process was undertaken by the first author and a 
research assistant (the second author). All interviews were transcribed and anonymised. Full 
interview texts were initially read by each author to ensure understanding of the issues 
raised in the flow of conversation. The mother’s text was then read and re-read to identify 
the essential content of each sentence. A sequentially numbered list of content items was 
created independently by each author and following rigorous discussion of their respective 
initial content analysis, an agreed list of content items for each case was established.  
Agreed content items were then independently arranged into sub-themes and themes. A 
‘Miscellaneous’ category was included to avoid the need to omit any content items. The 
allocation of content items to sub-themes and of sub-themes to emerging themes was 
discussed by the two authors for each case and definitions for the subthemes and themes 
negotiated and agreed. Each case content was independently revisited and reallocated to 
the agreed themes, amending the initial attributions when necessary, and the authors 
conferred again regarding this revised thematic allocation, negotiating any discrepancies. 
The results for each case were combined into an over-arching analytical framework.The 
emerging subthemes were fitting well with the ‘Trauma Grid’ Framework developed by 
Papadopoulos (2007) in which he conceptualised a range of trauma responses as follows: 
the most severe negative effects of trauma leading to pathology requiring specialist 
professional treatment; less severe distressful psychological reactions that are not 
uncommon in life and can be coped with through processes of ordinary human resilience; 
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and people who survive intensely adverse experiences with a significant degree of 
intactness and some become strengthened by their particular exposure to adversity. 
Papadopoulos coined the term ‘Adversity-Activated Development’ (AAD) and stated: 
‘Such accounts are not just moving testimonies of the strength of the human spirit but 
they also challenge the predominant societal discourse of trauma (that implies that 
trauma is pathological and requires specialist attention) and the tendency to 
medicalize and pathologize human suffering’. 
Adapted from Papadopoulos’ (2007), our final analytical framework included three supra-
themes: ‘Individual Distress’ encompassing ‘PTSD Symptoms’ and ‘Psychological Distress’; 
‘Family/Relational Distress’ encompassing ‘Negative Impact on Family Wellbeing’, ‘Negative 
Changes in Family Dynamics’ and ‘Associated Family Pressures’; and ‘Resilience’ made up 
of Individual, Dyadic and Family Coping and ‘Adversity Activated Development’ (AAD). The 
category ‘Prior History of Adversity’ was added to capture mothers’ narratives about pre-
existing difficult family dynamics and previous ‘traumatic’ events.  The number of content 
items allocated to each sub-theme, theme and supra-theme are included by case and 
collectively in Table 2 to give an indication of how frequently specific themes were 
mentioned and the prevalence/weight associated with each.  
 
Ethical Issues 
The recruitment process informed by the study rationale presented the ethical dilemma of 
how to ensure informed consent prior to the mothers’ narratives being influenced by 
professional discourses on trauma. In order to address this issue, a two-part consent 
process was adopted with mothers initially asked for consent to record the session for 
clinical reasons, and only post interview requested the recording be utilised for research 
purposes. It was anticipated that at this stage, there would be a stronger alliance with the 
therapist and the mother would feel less anxious and potentially better able to make an 
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informed, autonomous decision. The consent form emphasised that permission and all study 
information could subsequently be withdrawn. 
In addition to post-interview consent, other ethical issues considered included the use of part 
of the initial therapeutic assessment interview for research purposes and the potential to 
cause distress by requesting participants recount the impact of the presenting ‘traumatic’ 
experience. The fact that the first author was a professional trauma therapist who normally 
worked at the regional centre on an honorary contract reduced this dilemma somewhat as 
did the fact that the focus of the study was congruent with the issues normally explored 
during initial assessment sessions, albeit that it was being addressed in a more stylised way 
via the Narrative Interviewing process.  
This leads to the ‘insider/outsider’ researcher dilemma (Corbin & Buckle, 2009). The 
potential benefits of ‘insider’ research in the context of narrative research with vulnerable 
populations, in this case the researcher’s experience in facilitating interviews on sensitive 
topics and responding appropriately to distress, in addition to his professional position 
enabling timely access to relevant support services decreased the likelihood of negatively 
impacting participant wellbeing. The potential to increase distress or ‘re-trigger’ mothers’ 
trauma responses was assessed as low given the therapeutic context and the congruence of 
the research question with normal assessment themes. The potential benefit for mothers of 
developing a coherent narrative of their experience (Crossley, 2000; Tuval-Mashiach et al., 
2004), thus placing the impact of the identified ‘traumatic’ event into perspective within the 
wider narrative of their lives, and the desire of many people following an adverse experience 
to participate in a process which holds the possibility of shedding new light on the current 
difficulties and the provision of more effective interventions for both participants, and future 
victims/survivors was weighted against the limited risk. 
A potential weakness of insider qualitative research is the increased vulnerability of 
researchers unwittingly reading into the text what they want to see, i.e. themes that suit their 
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own a priori thinking or understanding of the topic of interest. This was largely ameliorated 
via the use of an experienced and professionally qualified assistant researcher who 
independently reviewed the anonymised transcripts and contributed co-equally to data 
analysis. Thus, a rigorous independent inter-rater approach, the decision not to omit any 
original content constituted the strategies adopted to mitigate this danger. 
Study Limitations 
The small sample size and the diversity of the presenting ‘traumatic’ event are key limitations 
which restrict the degree to which study results can be generalised. Restricting the sample to 
mothers referred to a clinical service, means that the results cannot be assumed to reflect 
the parallel narratives of fathers, other adult caregivers or children, and the narratives of 
non-clinical counterparts. The fact that some of the mothers’ narratives were recorded with 
only the mother present and others in the presence of family members is an additional 
confounding factor that limits the direct comparability of all narratives. Our assumption of a 
linear relationship between the number of times something was mentioned by the mother 
and its degree of impact may be incorrect, and should be investigated in a larger study. 
 
Results 
Brief details of the nature of the ‘traumatic’ events represented by the 10 study cases are 
presented in Table 1. 
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Table 1: Mothers’ Narratives of Trauma - Nature/Range of Cases 
No. Nature of Traumatic Incident 
Referred 
Victim 
Time since 
event 
Family Composition Prior History of Adversity Additional factors 
Interview 
attended by 
1 
Aunt’s house (in a Travellers’ camp) shot at 
by gunmen as part of a feud. Shooting 
witnessed by daughter. 
10 year 
old 
daughter 
5 months Mother (50 years) – 
lone parent of 7 
children 
Daughter is aware of a previous incident of a 
malicious fire at another house in camp.  
Subsequent to gun 
attack Mother had triple 
heart bypass operation. 
Mother and 
daughter 
2 
Overdose by 16 year old daughter. Mother 
(age 42) attended the interview.  
16 year 
old 
daughter 
2 months Mother (42 years) 
and 4 teenage 
children.  
Multiple suicide attempts by 17 year old 
daughter; Father murdered a friend, in prison for 
14 years but due for release; Domestic Violence 
from Father to Mother; Subsequent partner and 
father-figure died by overdose. 
Eldest daughter (17 
years lives with maternal 
aunt. 
Mother 
3 
Rape of teenage daughter (16 years) Daughter 
(now 18 
years) 
24 months Mother (43 years), 
Father, and 
daughter 
Mother suffered sexual assault  Mother, 
father and 
daughter  
4 
Teenage daughter’s mental health 
deterioration in context of brother’s suicide 
by hanging (at age 13).  
Daughter 
(13 
years) 
21 months Mother, Father and 
6 children (one 
deceased) 
Son who died had a history of overdoses and 
hospitalisations. 
 Mother and 
daughter 
5 
Physical assault of 15 year old son in school 
5 months ago. 
15 year 
old son 
5 months Mother (39 years), 
Father and five 
children 
Cousin died by suicide 6 years previously.   Mother, 
Father and 
15 year old 
so (victim) 
6 
14 year old girl self-harming with knife and 
razor, in the context of displaying difficult, 
angry behaviour in recent months.  
 
14 year 
old 
daughter 
Ongoing  Lone Mother and 3 
children by different 
Fathers. Mother 
pregnant. 
Father died by suicide when daughter 18 
months. Daughter told 2 years ago (only child). 
History of Domestic Violence witnessed by 
daughter from subsequent partner toward 
Mother.  
 Mother and 
three 
children 
7 
Threat to Father by gunman who came to 
home. The incident was witnessed by 
mother and 9 year old son. 
 
9 year old 
son 
3 months Mother, Father, son 
(aged 9) and 
daughter (aged 7).  
Mother and children 
live in the family 
home.   
Maternal grandmother took her own life about 1 
year earlier. 
Father is in contact but 
not allowed in local area 
due to ongoing threat. 
He currently lives in 
hostel. 
Mother and 
2 children 
8 
Sexual and physical assault of young adult 
daughter  
21 years 12 months Mother (aged 47), 
Father and 3 
children.  
Teenage son died from suicide (aged 15) four 
years previously. Son (aged 8) suffered road 
traffic accident 10 months ago, now fully 
recovered. 
Ongoing harassment by 
perpetrator’s social 
network. 
Mother and 
Father 
9 
Physical assault on Father, witness by 15 
year old daughter 
Daughter 
(15 
years) 
10 months Mother, Father and 
4 children 
None reported Ongoing intimidation by 
neighbour who has an 
extensive serious 
criminal record, 
Mother 
10 
Teenage son assaulted. Motivation was 
sectarian.  
16 year 
old son 
6 months Mother, Father and 
4 children 
None reported  Mother, 
father and 
son (victim) 
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The final analytical framework inclusive of the definitions of the chosen categories is shown in Figures 1 to 3 below; 
Figure 1: Individual Distress Framework 
 
Category Definition 
PTSD Symptoms The 17 symptom categories reflected in the PCL 
Spontaneously Reported PTSD Symptom mentioned by the mother without prompting 
Elicited and Present PTSD Symptom asked by researcher and present 
Physical Changes Changes in an individual’s physical state – to include: weight, illness 
Behavioural Changes 
 
Changes in an individual’s behaviour – to include; eating habits, dressing habits, reduced activity, sleeping , sexual activity, social 
engagement 
Expression of  
Emotional Distress 
Changes in an individual’s emotional wellbeing – to include: crying, shock, fear, anger at self & others, hopelessness, lack of 
motivation, struggling to cope, previous assumptions challenged, sense of identity, confidence 
Deterioration in Mental Health Reports of deterioration in mental health 
Individual Psychological Distress The combined Physical changes, behavioural changes, expressions of emotional distress ,and reports of deterioration in the 
mental health of  the victim, mother and other 
Individual PTSD Symptoms The combined PTSD symptoms reported in respect of the victim, mother and other 
Individual Distress The combination of Individual PTSD Symptoms and Individual Psychological Distress 
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Figure 2: Relational Family Distress Framework 
 
Category Definition 
Whole Family Emotional Response Crying, Shock, anxiety/nervous, fearful, watchful 
Family Values Challenged Prior highly valued family and  cultural beliefs challenged by trauma 
Identified Losses Losses of; sense of safety, sense of control, sense of family identity, of a person, of normal family life, of hope for a positive future, of trust in wider 
systems,  
Negative Changes in Communication Mutual protection, outbursts, relative silence, purely functional/information exchange. 
Negative Changes in Relationships Parental role changes, sibling  role changes, couple relationship, clingy,  
Financial Pressures Current money difficulties 
Family Coping with Health Consequences Impact of family of members physical or mental health difficulties 
Ongoing Harassment Current negative pressure from the perpetrator or local community 
Housing Pressures Pressures associated with the current housing situation 
Coping with Adverse Health Consequences Family pressures associated with mental and/or physical health conditions pressures 
Ongoing Criminal Proceedings Continuing police and/or court activity 
Negative Impact on Family Wellbeing The combination of  whole family emotional response and  identified losses. 
Negative Changes in Family Dynamics The combination of negative changes in communication, negative changes in relationships, and negative changes in family patterns. 
Associated Family Pressures The combination of financial pressures, ongoing harassment, housing pressures, coping with adverse health consequences, and ongoing criminal 
proceedings. 
Family/Relational Distress The combination of negative impact on family wellbeing, negative changes in family dynamics and associated/other family pressures. 
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Figure 3: Resilience Framework 
 
 
 
Category Definition 
Individual Coping Symptom distress improvement, expression of hope for the future 
Individual Post-Traumatic Growth Expression of re-prioritisation, positive impact on sense of self/identity, identification of positive learning, expression 
of new goals, increased community engagement. 
Dyadic Coping Positive role changes, evidence of mutual support, positive relationship changes, positive behavioural changes, 
positive communication changes 
Dyadic Post-Traumatic Growth Expression of re-prioritisation, expression of positive long-term impact on relationship. 
Family Coping Report of positive wellbeing improvement, return to normal family functioning, expression of hope for family’s future. 
Family post-Traumatic Growth Expression of positive effect on sense of family identity, family re-prioritisation, identification of whole family learning, 
expression of positive community engagement at family level. 
Individual Resilience  The combination of individual coping and individual post-traumatic growth 
Dyadic Resilience The combination of dyadic coping and dyadic post-traumatic growth 
Whole Family Resilience The combination of family coping and family post-traumatic growth 
Relational Resilience The combination of dyadic and whole family resilience 
Resilience  The combination of Individual and relational resilience 
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Given the small sample and the different types of ‘traumatic’ event represented, the data was ‘edited’ by excluding elements of our framework that 
were only relevant to one case in order to reduce the risk of undue influence due to the idiosyncratic circumstances of any particular case. We also 
chose at this stage to exclude the ‘Other’ category as by definition these content items were considered irrelevant to the ‘traumatic’ experience and 
the resulting data set, presented in Table 2, was analysed. 
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Table 2 – Relevant (Edited) Data Set (i.e. subthemes contributed to by only one case and ‘Other’ category removed) 
By Case 
By Theme 
1 2 3 4 5 6 7 8 9 10 
7 1 0 6 1 2 4 2 3 8 Victim’s PTSD Symptoms 34 
PTSD Symptoms 48 
Individual Distress 
226 
0 0 0 3 0 0 8 0 3 0 Mother’s  PTSD Symptoms 14 
           
           Victims Psychological 
Distress 
 77 
 
 Psychological Distress 178 
2 0 0 7 6 1 0 3 6 3 Behavioural Changes 28 
8 1 2 2 9 8 5 10 0 1 Expression of Emotional Distress 46 
0 0 0 0 0 2 0 0 0 1 Deterioration in Mental Health 3 
           
Mother’s  Psychological 
Distress 89 
 
0 0 0 4 0 0 2 0 2 1 Behavioural Changes 9 
3 3 7 23 14 2 2 5 12 2 Expression of Emotional Distress 73 
0 0 0 4 0 0 1 1 0 1 Deterioration in Mental Health 7 
           
Other’s  Psychological 
Distress  
12 
0 0 0 1 0 0 1 0 0 0 Behavioural Changes 2 
0 3 1 1 4 0 0 0 0 1 Expression of Emotional Distress 10 
           
7 0 3 1 4 0 1 0 7 6 Whole family emotional response 29 
Negative impact on family wellbeing 104 
Family/Relational 
Distress  
260 
 
25 6 0 0 2 0 0 1 0 23 Family Values Challenged 57 
0 0 0 7 0 8 2 0 0 1 Identified Losses 18 
0 1 0 2 0 2 1 0 0 2 -ve Changes in Communication 8 
Negative Changes in Family Dynamics 43 
0 0 0 6 7 1 8 2 10 1 -ve Changes in Relationships 35 
           
Associated Family Pressures 113 
 
5 9 2 0 0 0 3 1 0 1 Fam. Coping with Adverse Health Consequences 21 
2 0 0 1 3 0 27 2 20 9 Ongoing Harassment/ Perp. Issues 64 
0 0 7 0 0 0 2 2 2 2 Ongoing Criminal Proceedings 15 
           
           
0 0 0 0 0 0 7 1 2 3 Help-seeking issues 13 
8 2 2 0 6 8 6 4 3 2 IV Coping 41 
Individual Resilience 47 
Resilience  
122 
0 0 0 4 0 0 0 2 0 0 IV  Adversity Activated Development  6 
0 2 3 1 14 1 0 13 0 3 Dyadic Coping 37 
Dyadic Resilience 41 
Relational Resilience 75 
0 0 0 0 0 2 0 0 0 2 Dyadic  Adversity Activated Development  4 
0 0 2 0 17 0 1 4 3 0 Family Coping 27 Whole Family Resilience 
34 0 0 0 1 0 0 0 5 0 1 Family  Adversity Activated Development  7 
0 22 0 15 0 11 6 0 0 0 Prior difficult Family Dynamics 54 Prior History of 
Adversity 121 
  
0 11 0 1 0 11 11 33 0 0 Prior Traumas 67   
67 61 29 90 87 59 98 91 73 74 Totals 729    
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Of the total 729 relevant content items identified for the 10 cases, the headline breakdown of 
supra-themes is as follows: 35.7% (260 items) represent aspects of ‘Family/Relational 
Distress’; 31.0% (226 items) are associated with ‘Individual Distress’; 16.7% (122 items) 
related to dimensions of ‘Resilience’ and 16.6% (121 items) related to ‘Prior History of 
Adversity’. 
Figure 4: Supra-Themes 
 
 
The largest supra-theme ‘Family/Relational Distress’ was composed of the following themes; 
‘Negative Impact on Family Wellbeing’ (40.0%, 104 items) , ‘Associated Family Pressures’ 
(43.5%, 113 items) , and ‘Negative Changes in Family Dynamics’ (16.5%, 43 items). The 
Associated Family Pressures’ theme represents those families coping with ongoing 
consequences of the trauma, rather than the direct impact of the trauma itself. Interestingly, 
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66.9% (79 items) of this theme relates to ongoing harassment from the perpetrator and their 
social networks and coping with the criminal justice system. The ‘Challenge to Family 
Values’ sub-theme (54.8%, 57 items) represents the largest component of the ‘Negative 
Impact of Family Wellbeing’ theme, although this itself is disproportionately contributed to by 
two cases (Cases 1 and 10) representing 43.9% and 40.4% respectively.   
Figure 5: Family/Relational Distress 
 
 
The ‘Individual Distress’ supra-theme was made up of a composite of two major themes 
‘PTSD Symptoms’ and other evidence of ‘Psychological Distress’. Interestingly the ‘PTSD 
Symptoms’ theme accounted for just 21.2% of the total items identified in this supra-theme 
and only 6.6% of all relevant content items for the 10 cases. Victims’ ‘PTSD Symptoms’ 
represented 70.8% of all ‘PTSD Symptoms’ reported. The  contribution of mothers to the 
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‘Individual Distress’ supra-theme, inclusive of ‘PTSD Symptoms’ and ‘Psychological Distress’ 
(103 items) is very similar to that reported for the primary victims (111 items). However, the 
balance between ‘PTSD Symptoms’ and ‘Psychological Distress’ is somewhat different with 
mothers reporting more than twice as many ‘PTSD Symptoms’ for the primary victim 
compared to their own (34 versus 14 items). Non-pathological ‘Psychological Distress’ is 
overwhelmingly the dominant contributing theme within the ‘Individual Distress’ supra-theme 
(78.8%, 178 items) with ‘Expression of Emotional Distress’ the major sub-theme contributing 
to the ‘Psychological Distress’ supra-theme (72.5%,), followed by ‘Behavioural 
Changes’(21.9%) and ‘Deterioration in Mental Health’   (5.6%).  
Figure 6: Individual Distress 
 
 
Review of the ‘Resilience’ shows the ‘Relational Resilience’ theme accounts for 61.5% (75 
items) of this supra-theme with ‘Individual Resilience’ representing 38.5% (47 items).  This 
‘Relational Resilience’ theme combines ‘Dyadic Resilience’ (54.6%, 41 items) and ’Whole 
Family Resilience’ (45.3%, 34 items). The individual, dyadic and family ‘Adversity Activated 
Development’ components of the ‘Resilience’ supra-theme are a minor contributor at 13.9% 
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(17 items), compared to 86.1% (105 items) for the individual, dyadic and family ‘Coping’ 
themes.  
Figure 7: Resilience 
 
Reporting of a ‘Prior History of Adversity’ represented 16.6% of the mothers’ overall 
narratives. On comparison of the data of the five mothers who did not report any ‘Prior 
History of Adversity’ with the five mothers who did report a ‘Prior history of Adversity’, some 
apparently significant differences emerge. Mothers who did not talk of a ‘Prior History of 
Adversity’ during the interview reported much lower levels of personal ‘PTSD Symptoms’ (3 
compared to 11) and ‘Identified Losses’ (1 compared to 17) and much higher levels of 
‘Whole Family Emotional Response’ (27 compared to 2), of ‘Family Values Challenged’ (50 
compared to 7) and of ‘Family Coping’ (22 compared to 5). Three of the five families in which 
the mother reported no ‘Prior History of Adversity’ during the interview, did however have 
some adverse circumstances in their history known via referral information (see Table 2).  
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Discussion 
The hypothesis on which this exploratory research was based is borne out by study findings, 
specifically that PTSD symptoms alone do not represent the complexity of the impact of 
‘traumatic’ events on victims/survivors and their families. In fact in this study, the PTSD 
symptoms of the individual victim and significant others constituted only 6.6% of the total 
content narrated by mothers when asked to recount how the presenting ‘traumatic’ event 
had impacted themselves and their family, with victim’s PTSD symptoms encompassing only 
4.1% (34 items) of the overall content.  
In addition to this primary finding of the limited extent to which mothers’ narratives are PTSD 
symptom focused, a number of other observations shed light on the impact of trauma on 
young victims and their families, raising some areas which warrant further research in order 
to develop optimal post-trauma interventions to promote long term recovery. These include 
the prevalence of psychological distress as compared with PTSD symptoms; the nature of 
family/relational distress and its balance with individual distress; the impact on mothers and 
their role in supporting individual, victim/survivor and whole family resilience; understanding 
coping over time including the relevance of a prior history of family adversity and trauma; 
and the relationship between narratives of coping, and ADD.  
The prevalence of psychological distress indicators as compared to PTSD symptoms 
in post trauma individual distress narratives 
On review of the supra-theme ‘Individual Distress’, as defined in this study to encompass the 
main themes of ‘PTSD Symptoms’ and ‘Psychological Distress’ as expressed by the 
victim/survivor, mother or a significant other, findings indicate a significant weighting toward 
expressions of psychological distress, inclusive of sub-themes of behavioural change, 
expression of emotional distress and deterioration in mental health as compared with PTSD 
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symptoms (78.8% to 22.2%). These findings suggest that the concept of psychological 
distress may be a useful and less pathologising concept to bring to the understanding of the 
impact of trauma on individuals, both victims/survivors and significant others, and support 
proposals put forward by researchers such as Briere and Scott (2006) and Papadopoulos 
(2007) that the experience of trauma cannot be fully encompassed nor understood by a list 
of psychiatric symptoms. Although it could be argued that the young victims/survivors 
themselves may have recounted more PTSD symptoms should they have narrated their own 
experience, there is evidence to support the reliability of mothers’ accounts of their children’s 
wellbeing post-trauma. Mothers are recognised most frequently as the child’s primary 
support person in the context of trauma (Van Roy et al., 2010; Coulter, 2011) and indeed if 
anything, there is a tendency for mothers to over-report children’s distress as their own 
emotional distress increases (Najman et al., 2001)  
 
The nature of family/relational distress and its balance with individual distress 
When considering how mothers narrate the impact of trauma and the corollary of designing 
services to meet this need, it is of particular note that the  ‘Family/Relational Distress’ supra-
theme accounts for a greater proportion of mothers narratives post trauma than  the 
‘Individual Distress’ supra-theme (35.7% to 31%). On isolating distress narratives, inclusive 
of Individual ‘Psychological Distress and ‘Family/Relational Distress’ themes, the weighting 
given to expressions of negative family/relational impact as compared to individual distress 
is even more marked (74.2% to 25.8% respectively). These findings would appear to 
corroborate that ‘trauma is not simply or predominantly an individual or internal state but is 
woven into the emotional dynamics of a family’ (Dallos & Vetere, 2009: PAGE). Some 
quotations serve to illustrate this weave of family emotional dynamics in mothers’ post-
trauma reports, and the interrelatedness of child/young person, mother and family impact. 
There was evidence of negative impact on whole family wellbeing and changes in family 
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behavioural, relationship and communication dynamics in all ten families, although to 
different degrees (ranging from 1 to 17 items). As an example of negative whole family 
impact the mother whose 13 year son died by hanging reported that ‘everybody’s gone the 
wrong way’, and that she ‘would like all the shouting and all the arguments to stop … Go 
back to the world of like all of us sitting down together and all of us doing like family 
things…things going back to normal type of thing’ (Case 4). Whole family impact is further 
illustrated by a mother whose 9 year old son had witnessed an armed threat to his father at 
his home during the night (Case 9) who stated ‘they [the children] don’t go to bed without 
me. If the door knocks, I would jump out of my skin… the door isn’t knocked very often but 
when it does, everybody’s jumping out of their skin’.  
It was also notable in several interviews how a single adjective or term used by a mother to 
describe her own emotional response to the presenting ‘traumatic’ incident, was also 
frequently attributed to the child victim/survivor and the family as a whole. For example, the 
mother of a 10 year old girl who had witnessed a shooting (Case 1) spoke repeatedly of 
herself and her daughter being ‘nervous’, and then went on to describe ‘the whole house is 
nervous’, while a mother whose 16 year old daughter had been raped (Case 3) initially 
described herself as ‘devastated’, and subsequently went on to report that the whole family 
were ‘devastated’.  
While two mothers spoke at some length of the presenting ‘traumatic’ event as having drawn 
them closer as a family (Cases 5 & 8), there was also evidence that family relationships and 
communication had been complicated in all but two families (Cases 1 & 3). The mother 
whose 15 year old son had been physically assaulted (Case 5) noted the impact on sibling 
communication and dynamics, remarking how his protective older brothers who had 
previously engaged in ‘banter’ and ‘horse play’ with their brother, now ‘tiptoed’ around him 
unsure how to behave in his presence.  The negative impact of trauma on family 
relationships and communication processes, and in particular the close connection between 
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mother and child experience was well demonstrated by one mother whose daughter had 
suffered a physical and sexual assault (Case 8). This mother reported how she struggled to 
separate her experience from her daughter’s and the ensuing communication difficulties:  
‘She (daughter) said “I don’t want to talk about it anymore. I just want to pretend it didn’t 
happen”. Contain the pain… And if I’m honest with you, I find it very hard to listen to. I find it 
so hard… and then she says, it didn’t happen to you, what are you feeling sorry for yourself 
for? I can’t separate the two, you know what I mean?’ These narrative examples serve to 
illustrate how ‘traumatic residue becomes enmeshed in the victim’s interpersonal network’ 
(Figley, 1987: 91), leaving families struggling with the simultaneous desire to draw together 
for mutual comport and protection, but also to withdraw from one another. 
Interestingly a significant quota of the ‘Family/Relational Distress’ supra-theme comprised 
mother’s narratives of current associated family pressures (43.5%), inclusive of sub-themes 
of on-going experiences of harassment and intimidation, family ill health, stress associated 
with criminal justice proceedings and difficulties in accessing help. This significant proportion 
suggests the importance of understanding the impact of other current pressures on families’ 
lives and not assuming that the presenting ‘traumatic’ event is the sole stressor. 
 
The impact on mothers and their role in promoting individual and family resilience 
Mothers are consistently recognised in research as primary resources for children and young 
people who have experienced a wide range of adverse life experiences, with mothers’ 
wellbeing known to be interrelated to and significantly influence their child’s capacity for 
coping and resilience (Deblinger et al., 2001). This indicates the need to pay close attention 
to the mother’s wellbeing as a key protective or indeed risk factor for the child’s and whole 
family’s wellbeing.  Although mothers’ reported less than half the amount of PTSD 
symptoms’ of their children (14 as compared to 34 content items), their expression of 
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psychological distress was slightly more than their child’s (89 items to 77), indicating a high 
level of maternal distress. By far the most dominant theme in mothers’ narratives of their 
psychological distress was the sub-theme ‘expression of emotional distress’ constituting 73 
of the 89 content items. Mothers spoke often of how the ‘traumatic’ event had deeply 
affected their sense of self, described by one mother as ‘I don’t think I am the person I was’ 
(Case 9). Another expanded her sense of having become a ‘completely different person… I 
didn’t worry before… it’s not me you know… I’m used to being the strong person… but now 
other people have to be strong for me’ (Case 4). Their position as mothers and the 
associated cultural responsibility for care-giving seemed to have particular significance for 
this pronounced distress. The psychological impact on mothers and their corresponding 
response was well represented by one mother (Case 5) who narrated a story of maternal 
distress ‘it kills me if I’m completely honest, it tears me apart. So for me as a mummy, it was 
extremely hard… I’m strong sometimes but I cry because my baby’s got hurt and they’re still 
my babies, whether they’re 16 or 26, they’re still my babies…’ coupled with a narrative of 
maternal responsibility for promoting coping in the whole family: ‘it’s just something I see as 
a wife and mother… and I try and gauge all the reactions and how it’s affected each and 
every one of them’.   
 
Understanding coping over time: the impact of a prior history of adversity and on-
going trauma 
The significant prevalence of narratives in this study constituting the ‘Prior History of 
Adversity’ supra-theme and the continued presence of trauma due to on-going Harassment 
and intimidation related to the presenting event, warrant specific comment, adding as they 
do to the complexity of gaining an understanding of trauma impact over time and the nature 
of interventions required to promote resilience. Previous ‘traumatic’ experiences reported in 
interviews included multiple suicide attempts of another child, death by suicide of a child, 
Page 28 of 39 
 
partner, father and grandmother, domestic violence, a father who had been found guilty of a 
friend’s murder, and a child involved in a road traffic accident. Although only half of the ten 
cases fell clearly into this category, of those five mothers reporting prior ‘traumatic’ events 
this constituted almost a third of their total narratives (30.3%), ranging from 17.3% (Case 7), 
17.7% (Case 4), 36.2% (Case 8), 37.3% (Case 6) to over half of the total narrative 54.1% 
(Case 2). Seven of the ten families also reported some on-going harassment, most 
pronounced in Cases 7, 9 and 10. Taken together, mothers’ reports of past and current 
adversity made up just over a quarter of all content items (25.4%, made up of 121 citations 
of a prior history of adversity and 64 citations of ongoing harassment).  
The evident desire of mothers to spontaneously speak at considerable length in a first 
interview of prior and current difficulties other than the referred trauma, gives some 
indication of how these adverse experiences are perceived by mothers to be related to the 
overall impact of the presenting ‘traumatic’ event on individual and family wellbeing, and 
suggest the importance of exploring family experience over time as a means to understand 
current coping challenges.  
 
Exploring narratives of coping, and ADD  
The ‘Resilience’ supra-theme in this study incorporated the themes of ‘Coping’ and ‘ADD’ on 
an individual, dyadic and whole family level and constituted 16.7% of mothers’ total 
narratives, with instances of ‘Dyadic’ and ‘Whole Family Resilience’ cited significantly more 
frequently than ‘Individual Resilience’ (61.5% as compared to 38.5%). ‘Family AAD’ was well 
articulated by one mother who spoke of how family relationships and communication had 
been enhanced by the ‘traumatic’ event ‘well, it has made us want to talk more about 
problems. We talk about everything. You know, it doesn’t matter what it is. We talk about it. 
It’s made us more closer. It’s made us more protective of each other, we think. We try not to 
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be over-protective… they go “Mum, don’t worry. Don’t panic”’ (Case 8). Although over half of 
the total ‘Resilience’ supra-theme was comprised of statements by two mothers (Case 5 
constituting 30.3%, and Case 8, 22.9%), spontaneous reporting of resilience in the form of 
coping or AAD by all ten participating mothers suggests the desire and usefulness for 
victims/survivors and their families to have the opportunity to recount individual and family 
strengths as a means of making meaning of challenging life events, recognising and thereby 
affirming the individual and the family’s facility for recovery.  
Some additional tentative observations can be drawn with regard to the relationship between 
resiliency, and past and current adversity. Contrary to some resilience theory which 
suggests that resilience capacity develops over time, enhanced through the experience of 
coping effectively with previous adverse life events (Seery et al., 2010), in this study, 
reporting of resilience represented a very small proportion of the narratives of four of the five 
mothers who reported a ‘Prior History of Adversity’. It is noteworthy that resilience scores are 
also particularly weak in the two families who reported the greatest incidence of on-going 
Intimidation (Cases 7 & 9). While this may be accounted for by the multiplicity, severity and 
complexity of the difficulties reported, the relationship between a sustained prior history of 
adversity and resilience warrants investigation in a larger scale study. 
Of the ‘Resilience’ supra-theme only 13.9% constituted examples of ADD with the remaining 
86.1% related to themes of individual, dyadic and family coping.  The relative absence of 
spontaneously reported examples of AAD in this study sample may have been affected by a 
number of factors including the short time since the presenting ‘traumatic’ event (interviews 
ranged from 6 weeks to 21 months post-trauma) with families having had insufficient time to 
find ways to integrate their experience into a coherent narrative, and the fact that the 
interview was the family’s first professional engagement with this particular agency. The 
prevalence of a sustained history of acute adversity in half of the families and the 
significance of current family stressors may also have further compromised resilience 
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capacity and constrained AAD. One might surmise that while current adversity may promote 
day-to-day coping, the enduring nature of complex ‘traumatic’ experience and adversity may 
leave little capacity for growth or development, given the fundamental lack of safety 
experienced by these families in their everyday lives. The ever-present sense of insecurity 
for some families experiencing on-going intimidation was poignantly expressed in a mother’s 
report of her 9 year old son’s birthday wish, who had witnessed an armed threat on his father 
in the context on on-going community intimidation and harassment: ‘He said “[I wish] that we 
could have a house that we could all go to and be happy and nobody bad coming near us”… 
I said “son, I would love that too” (Case 7). These cases highlight the complexity of the 
impact of ‘traumatic’ events, which on the surface might appear single events, but in reality 
have an enduring currency.  
 
Conclusion 
The results of this exploratory study provide insight into the multifaceted impact of trauma in 
families seeking professional help, raising questions regarding the dominance of the PTSD 
construct in professional therapeutic discourses on psychological trauma and the resultant 
models of professional intervention.  The very restricted prevalence of PTSD symptomology 
in mothers’ post-trauma impact narratives supports Van der Kolk and McFarlane’s thesis that 
‘focussing solely on PTSD to describe what victims suffer does not do justice to the 
complexity of what actually ails them’ (1996 p. 16). The significantly greater prevalence of 
non-pathological psychological distress and family/relational distress in mothers’ narratives 
also suggests that interventions focussing solely on PTSD symptoms are insufficient to 
promote long term victim/survivor resilience and recovery, with a broader range of 
interventions required to effectively address the impact of trauma. The interwoven nature of 
distress at the relationship level, individual, dyadic and family , coupled with awareness of 
the critical impact of social support on the ultimate effects of trauma (Saltzman et al., 2009), 
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supports the need to add and integrate a systemic orientation into therapeutic interventions 
for trauma. Systemic psychotherapy with its focus on strengthening relationships and 
interactional processes with significant others as a means to support individual recovery and 
family resilience (Walsh, 2006) would appear to have a potentially valuable contribution to 
make to trauma therapy.    
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